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Introduction

Diabetes mellitus is d chronic and inculablte

disorder involving a relative or absolute lack of

insulin. It is a metabolic disturbance involving

decreased synthesis of carbohydrates, protein, and fat

resulting in gluconeogenesis and hyperglycemia

(Thompson, McFarland, Hirsch, Tucke-, & Bowers, 1986).

There .re a nuim'iber of clabsificdtionis of diabetes

mellitus, the most comition being insulin-dependent or

type I diabetes, and nov-insulin-dependeit or type II

diabetes mellitus.

According to the American Diabetes Association

(ADA), diabetes WellitUs affects more than 14 million

Aatericans, with over 50% unawdre that they have the

disease. With at least one diagnosis of diabetes

mellitus made every 60 seionds, almost 750,000 new

cases will be diagnosed this year. The fourth leading

cause of death by disease ini the Unlited States, 150,000

people will die this yeai because of diabetes mellitus

(ADA. personal communication, March 17, 1993).

As the average age of the Americaii population

increases, these statistics develop a whole new

dimension. According to Dellasega (1990), diabetes

mellitus affects 14% of the elderly population with 90%
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of older diabetics suffering from non-insulin-dependent

diabetes mellitus (NIDDM). Approximately 50-, of all

diabetics are over age 55 (ADA, personal communication,

March 17, 1993). As noted by Delldsega (1990), "In

addition to an increased likelihood of contracting

diabetes with advancing age, an elderly client who

develops the disease will be challenged by a self-care

regime that may be rendered more difficult by normal

physiologic changes of aging" (p. 16).

Ultimately, many diabetics develop complications

such as hedrt disease and stroke, kidney failure,

peripheral neuropathies, blindness, and blood vessel

ddmage. According to Thompson et al (1986), many of

these conditions can remain or return to normal with

proper management of the underlying disease. In

dddition to routine medical care and adherence to a

prescribed regime of diet and exercise, education of

the diabetic patient is an important facet of theii.

overall treatment.

In the medical system today, not all patients

reqUiling treatment are being hospitalized. If a

patient does get admitted, hospital-based nurses are

fated with sicker patients who are staying shorter

periods of time. As a Letult, the community-based nurse
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is finding that he/she, too, must care for sicker

patients. To better prepare these patients for life

after discharge, patient education must be initiated as

soon as possible. Many times this begins the day the

patient is admitted to the hospital and continues after

they ate discharged. For those not admitted, patient

education often begins at the physicians' office.

This paper explores diabetes mellitus in relation

to concepts of self-care and adult education. In

addition, applications to the inpatient and outpdtient

setting will be addressed, and implications for

ddvanced nuisiny practice will be presented.
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Literature Review

Didbetes Mellitus

Diabetes mellitus is not one disease, but a

syndrome or group of diseases with different etiologies

that have commoin signs and symptoms. What is commonly

iefelied to dS "diabetes mellitus" is the "final common

pathway of many diseases that affect insulin secretion

or action resulting in alteied metabolism, especially

carbohydrate metabolism" (Guthrie & Guthrie, 1983, p.

617).

In 1979 the Ndtional Institutes of Health (NIH)

defined diabetes mellitus as an altered state of

caLbohydrate metabolism whereby one's fasting plasma

glucose level is gLeater than 140 mg/dl, or at least

two values on a glucose tolerance test that exceed 200

mg/dl between zeio time and two hours (Guthrie &

Guthtie, 1983). In addition to defining diabetes

mellituo, the NIH reclassified the disoider into three

major groups: type I, type Ii, and other.

Although the disordei may occur at any age,

persons with type I (insulin-dependent) diabetes

Mellitus ale usudlly young and ate dependent upon daily

insulin injections. Without such injections, ketusis ot

ketdcidsis will develop and the individual will die.
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The ptimary deficit in type I diabetes mellitub dppears

to be an abnormality in the ilmune system resulting in

piCeeceptol abnormalities anid the metabolic defects

indicative of the diabetes syndrome. These

abnormalities may be due to: beta cell destruction with

insulin deficiency, inability of the beta cell to

seciete/reledse insulin, an abnormal insulin mulecule,

or binding of insulinl inl the serum or excess ilnsubliln

destructiol bLefore it reaches its target (Guthrie &

Guthrie, 1983) .

Type II (non- insulin-dependent) diabetes mellitus

may be subyrouped iito obese/nonobese and insulin-

iequi~i Ig/nolI-insulin-Lequili ig. Persons with NIDDM may

idVe Leceptor ul. postreceptot. abnormalities manifested

is d deficiency of insulin receptors on the talget c:ell

fflkttbrdlIes-, all abnormal receptor, antibodies to the

ie,-eptcr, defects i. the secondary messenger withini thle

U I It, C e ptsptUiLs oI 1 the i itiacellular orYanelles to

thle seoUnd mesSeILgei. Incieased caloric intake

il,:aedses ,.nsulii secretion Which ilnducLs decieased

il-nulin reception, thus decreasing insulin action. As a

Iesult, cdibohydrate intolerance incredses (i.e.,

diabetes mellituS rebults). It has been estimated that

theie may be as many cs 35-40 etiologies or different
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diseasesb comprising the NIDDM syndifouie. Persoiis with

NIDDM way haive decrteased, n1ormal, or increased insulin

levels, and are usually middle-aye and overweight at

the time of diagnosi~s. Type II diabetics who need

inlStlinl iLnjeCtio1S reqluire it to pLeven-t fnypergylceflid,

not to sustainl life as is the case With the type I

diabetic (Guthrie & Gu~thlrie, 1983). Type II diabetes

muellitus affects dpptoxiiLiately 90-95"11 uf the 14 million

Awiiieicans who hdicve- diabetes (ADA, personial

CCommu1fLic~dtiO1n, Maich 17, 1993). Diabetes mell.-itus in

the- "other"? categury icl-lUdes many diseases which- cause

caiuuhlydLcite intoleiaace an~d do not fall into eithteL

the type I or typte I! categuri:*es (Guthrie & Guthirie,

1983) .

Diab~ete~s MellituIs is a chrounic disordei for which

thele is no0 knlown cure. Manly American With the

diagnosis, huwever., are able to live fulfilling lives,

alth1ough- the demographic data muay seem otherwise. It is

esýtimated Lhdict moite Lhaii 14 millioLn Awerican~s have

didbete-s niellitus-, abuut. hdcif of whomt dre nioL diagnosed

(ADA, Personldl coiiiiiiunlicationl, Mai~cl 17, 1993; Branisome,

19-92; 2llns 1993; Rdcdlfl, 1991). Hielrns (19912), Citing

dt studly by the ADA inl 1987, s-tates that the prevdlezlce

ff didtbetes wdts 26.8 patienits!, 1000 jpQPL~ldtiull1. It Las
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been estimated that 750,000 liew cases are didynosed

each year (ADA, personal communication, March 17,

1993).

Regarding the estimated growth on incidence of

didbetes mellitub, Helms (1992) projects that "the

pievdlence of diabetes will remain relatively constant

at approximately 1 millionl patients iln youInger

populations (less than 45 yi old) through the middle of

the next century. As the post-world Wai Ii baby boom

ages, the Llumbel of older diabetics (45 and older) will

almost double flori 6.5 millioni in 1987 to all estimated

11.6 million inl the yea± 2030" (p. 6). Ovei the next

twenty years (1990-2010) the highest growth rates ade

expected to be in the 45-64 year age group. After the

yeal 2010 the growth Late of diabetes mellitus in

p~tieitts age 65 and uldel is expected to accelerate

(Helms, 1992). Biansoi'ue (1992) btates that the

iiicLeasing number of iinoL ities with diabetes mellitus

Way cause the estimates by Helms regarding the

prevaleiice of diabetes mellitcus after the year 2000 to

be underestimdted. At present, Dellasega (1990) stdtes

that diabetes mellitus affects 14% of the elderly

population, with 903, of older diabetics suffering fium

NIDDM.
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The demogLaphic characteristics and economic

impact of diabetes mellitus is astounding. It is

estimated that the annual cost of caring for diabetics

is in excebs of $20 billion and accounts for 5% of the

total health care costs in the United States (ADA,

personal communication, March 17, 1993); Brdnsome

(1992) ebtintate6 that direct costs in 1987 approximat'_d

S9.6 billion and indirect costs exceeded $10 billion.

Combining direct and indiiect health care cubtb,

diabetes inellitus annually adds $20.4 billion to the

ildtiol's health care bill (ADA, peisonal comiuunicatioLi,

Malch 17, 1993; Collins, 1993). Diabetes wellitus has

beell cited db the natioI's fOUtLLb ledding cause of

death fioru disease (ADA, peisonctl couiiunication, March

17, 1993; Collins, 1993).

Ultimately, many diabetics develup complications

such as heait disease dud stroke, kidney Ldilure,

pelipheldl neulupathies, blindntess. cdid blood vessel

ddhlaue. Many timeb e the didhe tic fil t bLcones dWdle

thit he/she has the disedse when one of its life-

til eIt-elliifTh ColljplicdtiouLs develops (ADA, personal

couuLmtuicat-ioii, Match 17, 1993). Must hospiLaliadtions

Lot diabe tic complications are- for caudi--,vtscular

disetase (Bltinsovime, 1992). it is estimated that
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diabetics are 10 times more likely to have

atherosclerosis (Biansome, 1992), 2-4 times mure likely

to have heart disease, and 2-6 times more likely to

suffer a stroke than their non-diabetic counterpdrts

(ADA, personal communication, March 17, 1993; Dibts

Facts, 1988).

Diabetics are 22 times moie likely to develop skin

ulceis ol gahgiiene and 15 times more likely to have

peripheral vascular disease (Bransome, 1992). It is

estimated that 45% of all nontraumatic foot and leg

daiputationIs occiu to didbetics (Diabetes: Facts, 1988).

A diabetic is 15 times mu:e likely to suffer d leg

awputation than a non-diabetic (ADA, persondl

CliiiulIii'tio1n, Maich 17, 1993).

Bran.-ome (1992) also states that hospitalization

fuo eye disedse is "much more common" (p.3) foi the

diabetic; 12,000 diabetics become blind ecach year (ADA,

peisoncil coiiuiiunicdtion, Mdrch 17, 1993) , making

diabetes wellitu• the primaiy cause of new blindness in

the adult populdtion aged 25-74 (ADA, personctl

t'9,I.iLI~icdtiO1±, March 17, 1993; Didbetes: FaL:ts, 1988

Little, 1991).

Renal disedis ib also a indjol complicatiun fui the

dictbetic. it is estimated that 10", of the diabetic
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population suffers from kidney disorders (ADA, personal

communication, March 17, 1993; Diabetes: Facts, 1988)

and 25% of all new dialysis patients are diabetic

(Diabetes: Facts, 1988). In 1986, neaily 30,000

diabetics began initial treatment for end stage renal

disease (ADA, personal communication, March 17, 1993).

While Little (1991) states that diabetics are 17 times

moie likely to have renal disease, Bral-isome (1992)

notes that diabetics age 45 and younger are 16 times

wore likely to suffer renial disease thdn the youny,

non-diabetic adult. According to Thompson et al (1986),

viciny of these conditions or complications need not

occLIr oL can return to normal with propel management of

the underlying disease.

For the future, these sobering statistics mandate

thdt emphasis must shift to finding cost-effective ways

t, treat the diabetic patient and reduce complications

(Helms, 1992) . Education regarding the challenging

self-care regime, therefore, takes on an even greater

dimension of importance.

self-Ccre Collcewts

Innovative methods of health care delivery that

are both cost-effective and efficacious will be a

high priority for the 21st century. One trend in
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health care delivery that one suspects will gain

even greater momentum in the future is the move

toward self-care and home-care management for

people with chronic illnesses. (Anderson, 1990,

p. 71)

Funnell et al (1991), citing J.W Hoover and R.M.

Anderson, state that many diabetics are "frustrated and

dissaLisfied with their care and education" (p. 37);

ddditiunally, didbetes educators are frustrated with

theii "seeming inability to 'motivdte' patients to

comply" (p. 3 7 ). One possible reason for this

elncoiiipassing frustration may be the nursing theory or

philosophy used in the treatment and education of

diabetics. Two theories that have been succesbfully

dpplied with diabetics include Doruthea Orem's self-

care '1½f-icit theory of nursing ( Allison, 1973;

Backscheider, 1974; Fitzer•--ld, 1980) and the patient

empowerment model (Funnell et al, 1991). Both models

focus on the patient and his/her eteds and goals. When

nurses place the plillidry focus on the patient and

his/her goals they will be less likely to impose theii

own educational agendas and goals on the diabetic

pdtient (Fitzyeiald, 1980). The goal for nurses should

be_ to provide the patient with "bufficient knowledge to
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make rational decisions, sufficient control and

resources to implement their decisions, and sufficient

experience to evaluate the effectiveness of their

decisions" (Funnell et al, 1991, p. 38).

There are a variety of ways to define 'self-care.'

Most simply, it is the ability one has to care fur

oneself. Allison (1973), citing a definition by Orem,

states that self-caie is "the health taie actions an

individual would peiform foL himself [bic] on a

continuing babis" (p. 54). Taking the definition a step

furthei, Anderson (1990), quoting Steiger dnd Lipbon,

defines. self-caie as "those actions initiated oi

petforntd by all individual, family, or comRIMunity to

achieve, mlaintain, o. pioiniote maximum health potential"

(p. 7•.

According to Eben, Gashti, Nation, Marr inel -Tomey,

dad Nidiieytei. (1989), O1.et's self-cdre deficit tieoiy

of I1LiL. i is

:ouiipubed of thiee Leldted theoiies: (1) the theory

Qof te1f-cdte (debcLibes and expldins self-Cale);

(2) the thieoiy of self-care deficit (desciibes and

explaijis why pe'•pi- Lan be helped through

nu1I iiag); dnd (3) the tLheuiy of nursing systems

(d-eciibes dnd explains Lelctionbhips that must be
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brought about and maintained for nursing to be

produced). (p. 120)

Backscheider (1974) explains the relationship between

the theories as such: the therapeutic self-care demand

sets the requirements for the patient's self-care

agency (the capacity of the patient to engage in

health-related actions for self); a deficit in the

self-care agency establishes a need for a nursing

agency or system; and the quantity and type of nursing

actions is determined by the nature of the deficit. The

basic promise of OWem's model shows that when a

personb self-ccte cdpabilitieb ate less than the

tLheLrdpeitic self-care demand (i.e_., less thain

ddeqUate), the nurse compensaLes for the deficiL eithel

by per•frming or by teaching Uthers, such do a family

member, to perform some oi dll of the self-c.ie

measures for the patient.

The empowerment applodac to nuilsing cdLe is

.imiaid to the self-caie deficit theory of nurlising in

thdt the Pdtiet is viewed as an, equal and dctive

pd~it L in the tLeatwelit plOyidwll. Acouidiny to Funnall

vt al (1991), key concepts of empowerment relevanit to

didbetes eduuation include the following: emphdsib on

the whole person, emphasiO on personal Stilengths,



Patient Selection of learning needs, Setting1 Sh~d±ed 01.

negotiated goals, dnld the tranisfer~elce of leadership

dnid decibion viiaking from the educator. to the diabetic

pcjtieiit. Additional key cunueptb inludeLIIL the Self-

YelieLdtiOl Of pi obleld isdlia -,(oILutiQlS, dillclybits Of

fatilure-s as pliubleI--s to bt- ýsolved idLiiel Llicii dS

Pc-i souil deficits, discuvei y diid eni]idhcelIue~iL of

intei~ncil ieiuuforcemieuit and wiioivation fo-i. beliavioi.

(Acliaiye, p-oumiotion of escalati~in pil-ticipciLioii adi

Iespouliibility onI thte pd. t Of the patient., eiiipliasis 0:1

ý:uppui.L netcwoiks cind IeSULti'CeS, arin piuuinotioni of thle

Pdtiu-nL.'s fuidnidtental and iiiheutenL dilve towaid lhkealth

anl(: Weilifi-sS.

The key to iuipleuteziiny Oienti's mufcieiidel o-i.

the Vdtietit emuipwe-iiiIet model iS h-o 111cidiitdill the VieW

that the diabetic pditi-eut is ccipdble of ac~ively

pdirti-c.ipatiny in: his/liel health cdie (Fitzyeicdld, 1980;

FLUnnell et dl, 1991). The Lodle- (A IUIiulsy, aiccordingy LO

Fitzyeiald (1980), becomes one of

dIS~ibtilly the inidividual and family membei.s Lu

capitaliz-e oii tlieii. stienyL~is cind oveicome their

limiitat~ions. By involving the indiVidudtl, d inuic

iealistic, achiievable plan cdan be detveluped Llicit

Will enadble the per:Son3 With a hlealthi dleviation) to-
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adjust to diteratiouns in life style and to

participate mdxiMally in self-care. (p. 64)

With the empowerment model, Funnell et al (1991) leport

that much of the education ployrIdm is focused on

dbsistilng the didbetic patient achieve his/her goals by

usiny d problem-sulving model of goal identification,

iecoyniziny strenygths and weaknesses, developing

bt~ategiebs to maximize stienyths and oVeicOrle or

decreabe weaknesses, and finally, establishilng,

implemOnting, aid eVdluatilgy d pdla.

With the coacept of selE-caie there is dn imiplicit

notion that patients are willing and able to tdke

iespunsiLility fur tLheii cdr and take control of their

hledith Mandagemenllt (Andeisun, 1990). Funnell et Al

(4991) LeCoynlLZ_, lhowevel, that "patients who die

nuda:custUo~ied, unwillinig, ui unable to take

Lespobibility EoL LhYAi liAei ini other dlenas Mdy find

it difficult to begin with their health adle" (p. 40).

Ii bLchI an, instance, the choice reMains with the

patient; if he/she chooses to remain a pdssiVe

ieipieL"t of cdie, he/she is tespoiisible for that

decision and its subsequent consequences (Funnell et

al, 1991).
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If self-care is the desiied outcome iii the

maniagement of chronic illnesses such as diabetes

mellitus, diabetes education must be a process designed

to improve the quality of the patient's life by

allowing the diabetic to takt charge of his/her health

through recognizing and promoting individual strengths,

informed choices, an1d peison1al goals (Funnell et al,

1991). Incieasing a pdtient's knowledge and skills is

imppuJtaiit in empoweilijg him/her to better caie foi

Liii elfihenstelf (Ges~iier, 1989).
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Application

Adult Educationial Concepts

The nursing process is an integral aspect of

teaching. The ability to accurately fit the teaching

needs dnd capabilities of the diabetic patient with an

individualized plan depends on a thorough nlulising

assessment, nur~sing diagnoses, negotiation and goal-

setting, and evaluation between the patient an-d the

nluise (Reslei , 1983) .One of the fitst items that must

be assessed is the patient's ieadiness to learin. Resle.t

(1983), citiny Redmiani, states that thei~e ar~e two facets

df~feutiliq a pdtietit s ieadines,- to leain. One is

his-,/hei. emutional ledidine&sb 01 iutivatiun. The s'econd,

composed of the patient!.,, pet soiia bdc-kgLounlld of

exieri~±csskills, attitudes, and l1ICiniy ability,

is known cis expeL.Lential tecddifCss.

Tlie iikewly diagnosed diabetic- patient may be

yiitjeving the- loss, of Lt fdmiliar and comfoitable

Si f es tyl e. Th e de i i ici ph d,,e o-)f th e y [ -;e vi i proc :es s cci i

gle-dtly decie--dSe the pcttien~is linotivdition to lcdinlUiICw

het-clthi pldctciceb ctiid adolpt dt new way' of l-ife (Reblei,

1963) .Un-fo:)tUItundtly, because of thie 'life-thleateliiigj

couitinsCtnbsoUc ILed wit didbete~s iaellitus a6 well d65

tht- shoi tLenied 1L-Iiyth o-f the hospitlal stay in todayl.s
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health care elivironmient, waiting Until the patient lb

willing and motivated to learn is nut a. conceivable

possibility. Resler (1983), in citing Pohil, states that

the learner's motivation, as perceived by the learnier,

will be directed toward the most pressing need at the

mom11ent.

In addition to emoctional tecidiness, experiential

-eacldine-SS must also be assessed. Prior educational

expetiences, interactiun withi the health cate delii\ery

system, and d~cqLdiaIltdIlCE'S with othier diabetics all

a ff ect the educdtiundl pjroce-ss (Geessne 1, 198-9) .Ini

diddiLiofl1, "econom01ic Ltealitie'S muLLst be Edced early in

the t-ecchiny ... the Patient may n-ot always voluntecir

thie iufiformtio)i lictht the ie'2-ommiended food6 and su.pplies

iindy be be-yond his ifedcthl1 finilcictlly . . .. (Resler, 1983,

.802") .

AhndCL bon (1990) found thact thie day'-to-day

l1(ALL'andye1Ieit fUL women with diabetes aiellituIS Wdtb a daily

st~uglewiLli both ecounomic aiid emoti-onal components.

Ane6u Lates-, "Lhie cust o)f cd:lincJ1 to the inldiVidual

anld Ldmiily steems to be- ovetlooked, ort else it is taKen

foi. gi ajted that. PeoUple oughJ~t to aIssum11e iteSpI-IsAibility

fui. theii caic leydidless fuf what thib nueatis for theii.

teveiyday lives" (p. 76).
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In dssessiny the patient's learning atbility, it is

ilIuportanit thadt the- patienlt's dbility to understand and

veibali2.e ideas as well as his/her aibility to peiform

mutoto skills be observed (Resler, 1983). Aiideison

(1990) found that imiynirant families who do not have

adeqjuate English 'language skills aie at a special

disddvantaye in iceyaids to theli ability to unideistand

dkud veibalize thloughts aind idedts. Reading level,

6peuicdl SeiiSes (i.e., hearing,' visioni, touch, stmell),

meiitalL function, and physical conj-ditioni all affect a

peisun'b s bility L(- ledini. In the case- of the oldei.

Icainci1. , it is importan't, to consider tihe Physiological

alild pdthop1Jysio1loicdtl cildnges that occill dS6 d part of

the dyging process (Kirk, 1989; Resler, 18)

AfLei. comipleting the assessm~ent, nurs lily dictyio-ses--

i ejacited to the pat~ienit' perc-eived educational needs,

shou0(ld t- formOulated. Beuciuse flidiny type. IT diabetics

leciin of theit dictgiiosis when-i they piesent with one ol

moie o.f the complicaitions of diaibetes (ADA, personal

coimimuiiication, Mciich 17, 1993), the edL1cdti.L 11U'St be

dlid.L Lu possible mnui~biny diagynoses otlhex. than those

ielated Lu diabetes education.

While the 1iUiui iii diagnl-oses help individualize Lhje.

teducdtionadl Plan1 towartd Lhe uniqUelleý,S of Llthe p-atiet-1
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(Resler, 1983) , it is imperactive that the patient Is

goals, not the nuise' s goals for the patient, be given

Priime conlsider ation. Accor~ding to the ADA (1986),

Individual needs aSSe.SSm~en-t piovideS Lhe basis foi.

the insttuctional piogtani offeied to each

patienlt... CUrliiCUILum dlud ilIStL UCtiOldic 11atet jal

shiould be d~ppioppiidt- Eoi. the specified tdL'qet

audience, Laking inlto tUCUoL,1L tlle- type adli

duiatiuii of diabetes diid the dcig duid ledLilifly

aibility of the- inldividUail.... (pp. XAAAYII I-AAAIX)

Ini de~veloping d tedchliy p~idi it is iaipui.Ltait to

i emuewti:bL the thLe 'L evels ofE teaching i esponbi-bility;

C.:wLteuL Llicdt iý ebs-meLitill, conitent that is intporL tat,

cind that. which is debil.-cble. Re,,ei. (1983) cc(itupa1es

thebek- levels to thue levels of pcevdneed Whi.ch1 'the

ADA deý,Cl ibteS d-- the sLU LViVal le-Vel, the hoIMle

mondyedJwenit level-, and the lifestyle level. Fol thme

pit ieimtb s UlmViVdl , level ouke ui content that i.u-

LSessetial to 111dilltdill life lmu.st be pieb---nted to cdd

mabteiedl by the didbetic pat~ienit. EXaMjple:ý of levWel Ulie

i1ibtLUctiol:1. inll~ude the foo:d exchiange pilan asb Well aS

i.iibu~iii 01 oical hmypuylyceiuic agent admninistidt~ion, if

PaIt of tIme pactieimt's leY11I1e.
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Ani aSpeCt of teach~ing often overlooked wheil

individualizing a plan for a patient is the teatching

style or styles thlct will be utilized. Many teaching

methods dbounld: one-on-one and gitoup piesentaLions,

varilous types of reading inateriidl, films cind videos,

computei.-assisted modules, etc. The presentation

style(s) best suited to the pdtient should be addressed

when assessllly the patient's experienýltial letddaness.

GIULttp lectriii~g, Ct I))poplai method for education-

pi~eseii~dtions, can be pio.fitctble by allowing

pdl ticLipdlits to initel ct.L dhiivngst thiembelve~n (Resler,

1983) . A(cco)Ldiig to AimsLiuny (1982),

adulLb iespoiid po-sitively to lealiniiig enviruinments

ill whlichI they Cd:1 ilittel.dct anld pLoblHem solve with

L!ltiilb. ShIcdil yIOUpDS of th.Lee to -Iylht d~lloW edch

p~~odail oppIC)ILLunity to PjkdrtiCipdte, CtllQW for

the- YLIJups "XPerienlce to- beý Used, dund prouvide an

enoviloun111ILet inl which keach pesncanl I-etrsonalize

izxfQImIdtiOn I. (P.22)

Both Peslei (1983) dund Aimistiony (1982) CcdUtionl agailbt

t..-(- Idrcil d group wheieby matny benefits of giou)tp

pd~ticipdt~iol dile nullified.

Kick (1989) 6tatels tlldt individual teaching i.athei.

tlkdn ct yiuu presentation is better for the older
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patieut. When wo.AiInq with ctu oldel. patienlt Dellaseyct

(1990) , Uitinly Bin1.gctf anld Stanlley, LeCoAIIIuendsl

pifeSe-ltiliic SlIalil auIIounts of ludterid~ll dtL dI sluwvi Pace,

t'he use of wt~ittkcn alId %verbal cues to, Itellijd the

patient of puiints pievioLusly presefited, aud obtdinjiny

f--eedLba(k at the end of each segment anid pi iui Lu

beyriiiniiy di new sess~ion to help focus onl topics thCat

wayd requir~e additional r~einfurcemtenit.

Informnal teaichiihy, and aspect of one-on-one

pi eseiltta jon.is, is of ten undervalued as anl edLIcatioal~d

tool. Darby Russell, R.N.,C., Cer:,ti'fied' Adult NurlSe

Prt ctitioniei. , and Certified Diab.etes EduRcato (pei SCAdlci

cuuu111Iiui1ci~ioan, Octcbei 1992) and Reslel. (19833) both

btaLteht U16I IuCtUreLd teachitil !SuchI as- t cinlfur cihy

w~eal pldiaiLiig dts the- menu is, cumipleLed, explaining and(

LIe~inunsti atiny skiii and Etoo:t ucdi wheiil4 Vinily IlOuininly

Care, or taking the pat~ienit' s insul lli 1ito hils/ijet 1. O(ill

anld carefully eXplainling edCh Step as it iS drawnl up

Call haVe pOSitiLve- effects on)I the educational pio(-cess. A

Study by Funnell, Doninelly, Andersoun, Johnjson, anld Oh

(1992) fou~nd that educatuis conisidered in-dividual skill

sessions, individual coUnISelingy SeSsion-S, and

inidividual Content sessions as generally effective

educational me thuds.
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Reading m~ateiidi is ai-C)Ulei iniPottatit aspect of

patient tectohing. In the study conducted by FUiiiiell E-t

dil (19921), edLICatQis co'IibideLL-d bQoklets, as bJOth

Lqeaieicklly effective and yCeijeiclly cL'st-effe(AtIve

educational wiateiictl. Kit-kRliyhitei: and Stteit (19ý92),

Citin-g nlumelous ieeei ,btcttue6 tlidt

used ill clienlt tedLUCcLioll jiydill-S dILU candl be- c

(cu-s t-effect~ive method fyi coije-icdtii idItli d,,id

nILjtl.Liol Ilessayimes and diet ±iiifui.-ticit~i. HuWevet,

many pi iiited nidteLidict- ui.iy iiut) fcouiinicate doesii ed

MeSSage:S becUdiSe of powU. jteadability C1dLU d

ui-nibmatci-i between the readilty and coiupi .heliis i -u

bkills, of clieunt,, dani those iequii ed fyi L cddijiy

dild Lindeistaiidiny the niatet jals (p. 40).

Siminei-ico and Filith (1993), i.efeienciiiy d sLtuU-'y by

Doak and Doak, no~te that Itiost Pat ient-edIUCctiunI* Lecdllh

mdtte~ill was evaluated att appioxiinately a l0th-yidde

leddilly level, Well1 beyOnld the CoIIIPreh.-eII!iIon of half

the Aineiican aduLlt popLulationL. Inl d Siluiidi liYlit,

KicklilghItci. anld Steiln (1993), citing work by NItzke,

ayteed that mu~st iiiStiUCtiOilal health Miaterial is

written at the 9th-to)-l0th giade readingj level;

hIowever, the Leadingy ability Of MiO~t patienits is
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usudlly at the 6th-grade level or" lower. Results of a

study conducted by Kicklighter and Stein (1993)

suyyests that "diabetic clients who are good readers,

younger in age, and who have had diabetes for a longer

period of time aie most likely to be successful in

Leadinyg dd comprehending the printed diabetic diet"

(p. 45).

Videutapes, si±de/tdpes, audio cdssettes,

pioyrdamed insttuction, and computer-assisted

instruction are udditional methods used in educating

patients. in the study by Funnell et al (1992),

diabetes educators, in rating the effectiveness of

Yducdtional materials, considered video tapes and

blide/tapes as yezietally effective, programmed

instiuction as moderately effective, and audio

cassettes and computer-assisted instruction as rdaely

effective.

While computer-assisted instruction is not

considered a traditional method for patient education,

Armstrong (1989) states that it

can play a vital role in dssisting patients to

interact with health care information, provide a

multitude of self-dssessment questions, and be

available 24 hours d day. It has special appeal to
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the Young9 clienlt Whou is comfufo. able With the

tec:hInologieS becdUSe cOICIPIpteiS ate USed ill theilr

foLilial eduicationadl PIO(gIdii)ll. (pp. 602-603)

Kick (1989) states that eldeily pcitients- geneidilly do

bettej. With dUdlo-ViSUciI illateridiS beCalSe they culi

ddjust the V(.)lLIIIle Lo diccOnimuAddtLe theit specific iieatiiny

njeeds cds well dS le.I.un any part of the piogialim as muany

tiiiieS db i~~SdY, iVenl that ddditiolldl Lillie Ilidly be

iieeded to pi ocebs the infoitiuat ion.

While th-Lei dlIe 11iiany Leach~ing stlrategieS

aVaildble, fot dil t2JucatiolidiI piogicuit to be effe-ctive

it Shouuld be ixldividudilly tdlilolecl to the Specific

ijee )Eo eacch patient. This inivolvesb !lot on-lyaseig

the pa~tieit's ie~diie-ss tco lectill, bUt diso his6/hei. past

-eXjJe~ielelCeS dAll(]ere lectinlilig Style- a.s- Well ds

Whldt lie/She Wdilits and needs fl.oui the teduLKcitiOnial

eiiouiteiAccoidiixg to the ADA ( Ziruiueuuiiit & Rdd(dk,

1989) , didbete6 edtLc&tioli ccln hielp the pii~tient decide

Whldtt godis he/tSule WdlILtS to- Set ill t-t-iiiS of lIdldcllliiig thle

didbetes and Wlidt. nieeds to) be ilonje to) tedch those

goacls. A Well-iiLdividudtlized ploglaull dllows the Patient

to ipupive, the quctlity of his/het: life by taking chialyL

Of hiS/hlei heralth throughI iccognjlition)I dnd pioumotiofl of

individUdI StI~ellyt.IS, infoiniied choice.S, dild peLISoI-Ial
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Lyualb; ini effect, empowering the patient (Funnell et

al, 1991) .

Iympl elitelit at ion

Th~e first step in developing dt diabetes eduICation-

pioiji.am is to assess the nieeds of the communI11ity Or

.Populldtiul! to lie served. Accoidiiig tO thle ADA (1986),

"a successful progiam is 1 ile pL~oduct of a flexible

policuy bdised oin the needs of the community it is

intended Lo serve" (p. XXXVI). Key questions to answer

dUr.inIg the aSs;essmIent Process incluhde: Whu will benefit

from the piogrami (adults? children?, both?)?, Whiat is

the mix Of Type I and Type I! diabetics?, How many aie

niewly diaynosed?1, Where do most of theý patients live?,

is it safe fur thern to be outside at night (eithe.t in

tiieii neiyhboihood or the area jiea]. the eduicatiOnl

loCation1)?, WouLld d dICI or evening pboruyram be bett~er

atLende~d (considel. the location ds,; well ct5 the

pdtieiit' gfs ? What is the soC iCoe-ColCImiC s;tttL!S of

the P(-tLeltidl pditicipdntis (can they aifford the jiloyLala

if tllLIete is noC tlhi.rd-PdLty reiiitbuiseinent?)?, What die

the hectlth beliefs of the patients?, and are Lthere any

sittilck. progrdllib being offered nieaiby?ý (Fuqua, 1989).

Anot)her questLion that tieed:, answei iny is whethl.

the proIam)L~d Will be offeled inl the iIljJdti-Ilt (-1
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outpaitieflt setLiiiy, (-) both. EduIcationacl fflaLC lial

ctppL(-p~idtC~ foi the inpatient :setting, cLci.dnyt

MdltinleZ and Deane (1989), is 'Level oiie (-) suivival

±fl-StILItctlun fol. those ifndiVidua~lS IeCoveli my fiox ii a

dCtCte ilns.Wheelei and Wairen-BoULltonl (1992)

(-oxi)tet-d that "thie acute care hospital is nut the best

betting foj.L eduuation and iio.w, wore ofteni, patient

education and follow-up sercvices- a:leL beiny p~rovided on

ani outpatient bcdtsis" (p. 36) . Thet- needs Of the

cUUim1LnIity shIould determine thie appropriate setting Eoi.

the diabetes educationi programul.

Regaldless Of the setting, it is impoi~talit thact

the education piogram adhere to quality Sta(1dadIsd. InI

the ouLtpatienlt drena, Tobin (1992) 1:eport:s that most,

staters have cit least oneL diabetes education piuy.Law~

that Leceivesý LeimibUlSellienit fioi Medicare (49 states),

Mt-diCaide (37 states), Blue Cros6/BLIUOC Shield (43

tdtCS) , U! private ilISUreis (48 states-) . Of these

p1 ~J dll, ll "MUSt Meet qualditj d5SbULallce sta~ndards"

and the proyiams are frequently asked to "ldenonstldte

that educatWi,-Ial selVices result inl cost savinigs

through data collection and- unalysis, pilot studies,, or

ieseaichi projects" (p. 42).
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Whethei. the diabetes edUCatiOn ProY.Laml adheje-S to

the q~ldlity staiidadbd LL-Coifflended by the ADA or: to some

other standard, it is imperative that the pruylaut

provide the patient with an uiidetbtanding uf the

disease as well as with the technical skills i-ecessary

Lu mjanage it (LaskeL, 1992). If the ultimate goal is to

k-umpowei pat~ieits so thiey cin ident~ify theii personal

yoaict's based on. theji. own level of responisibility,

values, and philosophy, thent L elevdcm L jinfcu mi Liton

sh1ould be "pie-seilted in te.Lms ofpupoes CUStS, ndu

beitefits of each Seif-ca.je option. Aspects of the

i eyiwilef, Suhi as diet, 1iii)liitoL) i11i, adli iiiecicatioii6, dL C

pi~se-nted as touils that pdtienLt, (,anl U.se Li) Lare foi

themselves" (Eunuchl et dl, 1991, p. 39).

Acceiding to Wheeler and Wa! Ieul-Boul toll (1992),

the, ADA has developed a lecoynitionl p1oyJ9iafl Whic.h is "!Ck

natiwnal bs~'~ei designed Lu evalu~ate WhletleL piiogialus

meet the National Standards an!1 ctsSýciiLel c.i iteLi ii,

and thus provide quality education foi in~diVidUalS witil

dicibetes" (P. 37). In addition tu aidding ciedibility tu

the education plogralo, recognition by the ADA may hitelp

achlieVe or 11ainltain third-party reiiiibUi s-11eu1eit (WheelL-i

& Warrien-B(Jultoji1, 1992) . The ADA (1986) has developed a

btduiddrdized appioauh to developing a didbetes
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o-ducciLiuCW piugictil. A libtilly of topicsb to be piesent~ed

up~it ieiitS ucm be fuunId ill thee dippenlIdi

OC~l:e' the~ plvj. -)t lit liIedýJ dun colite'iiL hicive' be'en

deve-louptd, dtý CcitUpdlt ignL- ct L dI.I- ct Lc j.(i tiopctixu iitt.mubL boe

ilitILicit e' (I. e . , thI e 1).L o-yL cottit ui'it Ie mcti~keted) . FIRILld

(1989) stcttes "all dic:IL-tie's te'dW--Lv;(tiu jJLuylamb ate 110t

CL eated eq.ual . YoULI job. is t.) dLiSuooVe.. hoQW Youi. PLuyl.dill

can be distinyuisliktd from1 others in the cuiunhunity ndil

then to speak tboLut it dlud PI-e 5UdLIC YOU). tdiyet

ctuiewnce-s that, it is tiuel' (P. 211)

Pulbli(- Lelct~ihuis (PR) is din effective dild dlliotiu

esseltidict fllikc-Liuy tool. FLIqodi (1989) puoints outI two-

Ci iti(al lules ini pidnuMlitj PR events. Fi.st, CO~

dl-tiVitiebS that Will hel1p d~ccoltpliSli YUUI.' Illdiket

object~ives. Second, "milk YOUt1 Successes uLo all they

die wol.Lh" (,p. 213). FuiqUd (1989) notes tlldt PR

d(-t.LvitL it-s ca. t "ex:eIIeiit Vehi .IcL-6 to jiIf: *e a be Col S meI III

d4d I -II CeSS Of YOU I SC]. Vice-s. WjelIt i IcoIp dIcied illtO t] Ie

uotdl mit~dketjing prucess, they c:all also become the

-cdt~dlybt fCot fi~ee HIuLdid e-xpoSUle, illtetuuacl Sllppoit, dliii

ijiciecised bstdff morale" (,p. 213).

Reitelt-d to PR is mledidt advert-i-sing and publ~ie-ty.

As health care oiganizations compete for r~eVenue,

niethodsb Lo obtain idveCLtis-ifly without spendiny excess
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11oney is highly sought. While newspaper feature

stoties, iadlo cand television talk shouws, news

i-eledse6, anid comimunity dateline vij aCtiVity CUlLIJ1111S

can be low-cost oi. fiLee iedid SOUL CeS (Fuqua, 1989),

pLebenltdtiQIIS With o1.ganiZat~iUonS SLIch CkS CIli.utl YlUU'Ps

(-i. the Rotary Club should not be o.veLloo(-kedl. The utedid

SOUICe oUL bouLCeS LtitliZed should depend on the iuesscdge

beiiiy sent and the dudience it is intended to iedcll

(Fuqua, 1969).

EVdhlatiOni is Lhe last step in~ thle pi s.The

ADA (1986), as one of its stadctrudis, notesb "thie

.Ldc-i'lity should review the educational piuyictm

peiio~dically.... The iesults ouf thisý, itev±.w shoultd Le

Lu:ed in subsequent piogi.airi pldzitnigl duil mudi ticd ioin.

Aii ctsse-ssiiient of each patientis iLees. .- . SfttlJ dtlso be

conJ1ducted at reyulai. intervdls' (P. XL) .As, pdtit of tLte

.piocebss, FUqudt (1989) adcvoccites- evciluit~i,-,n of the

mdtak-ýtiing programn Eol "Llve Llicdhel~es piuyianI thldt is

L1n11hectsUldcble dfnd [10t eVdilUdtt-d i, nIut wOL th doiny" (P.

T1~ .)(-)Is thact Ccdn beL U.SL- ill the e~d' LIutifohIV lOCLeSss

include questjiunnciiles-, MdllrL-tilugj 1LK1dLt:7,, Lt~ditS of

patioent i ecuids , iluquily 1111-1 , .iniOlgilly 'Alldly'-i.S -If

iet~iieved dctac (FtIqLcd, 1989).
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A diabetes education pruogam is ad necessary factur

in the successful care and mdnayenmet of the diabetic

pdtieat. To attract patients, appropriate marketing

techtniques must be utilized. To keep patients from

looking elsewhere, the program must be of exceptional

qudlity and meet the individual needs of each and every

patient. In addition, the program must be continually

evaluated and modified to meet the changing needs of

the patient population. This is the chdllenge for the

clinical nurse specialist.
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Im~pl ic at ion

The iuoles of tHe Clinucdil nIUiSe SpeCialiSt (CNS)

are as vaiied and diverse as the settings and

sliecidiltieb lin which CNSs practice. Accorcliny to the

Anieiicaii Nurses' Association (ANA, 1986), tije CNS is a

specialist, educator, consultant, cind reseaichei. In

teality, he/she, is all of thiese and inore. The CNS

woikiiig with diabetic patienits is in- l un-iqlue pobitionl.

He/she is able to practice- in many of thle roles

at~tributed to the CNS.

Cliniiiian,' Advanced Pi actitioneli

The CNS , thiiUU(Y11 nib/hiel ddVallCe-d eduodct ioll

maniagementL dbilitLies, and expeitibe in the clinical

se-tt tug, is equatlly counifortable workiLig with patients,

fawily nientbei s, nut LSes, and othier mnewbetrs of the health

caltc ýOiffltiiunity. BecaudLse Of this, the ONS is specially

quLALified to funict ion a-s a case manager, working wjith

the Mole com1pleX Pdtiellt c-dre situationS.

The diabetic pat~ient and his/her suppoit system

ptesent. ani intei~esting challenge to thke CNS. The nIyliidd

o,-f potential comtplicciti'-nis telaited to diabetes mellitus

aLe Well-do--1cufen~ted (Biansomte, 1992; Diabetes Facts.

1988; GuthIie & Gu~thiie, 1983; Little, 1991; Thompson

et al, 1986) . It is also knowni that with piopjei care
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anti tied~tmuelt, mailiy of these coufpllcdtions nieed not

0ccu orCali letUili to I'orliadl (Lasker, 1992; Thonlpoun

fet cil, 1986; Zimmencian & Pcdcdk, 1989).

Tlie CNS as LA case fictlidgel ccin cooridJAcdLe the, cctl.e;

dufd services between valious specialties to eflsuie that

thie patient iecýeives edily pievelltdtive anid unyu~ihLJ

mecdicctl CL.The ANA (1986), defiiiing the iole of CNS,

st;ates Ltht one cispecot is to "take iespons-ibility for.

CQooLfiiiationl of cdje thcit Involves Other health

pL o sioalsor i-esuuices, thereby ptcovidling

r.C)l1!iLI~jitY all' helpingy thle c'ieit deal teffectively With

tie hieatlth care system" (p. 3).

If nou ccase managel. position is available, tile CNS

is equdily uapable of providing diiect pditiellt ae

,PdL tac±I. -) iud CUooPet ( 1990) ,citingy both Chr1:ibtillln aIII

Haiwi ic-, statet ?iii tdtaitiuii to im1PLovillg thle level of

Cal~e Ie-ceived by tho~st pdtit'iits, With whomil the c.liniical

IILILSt peiais inteldiuts directly, the-i ultimate

Ygoal .. is to impluve, thiough role m1odelingy, the

ovelacll quadlity Of Care deliveied by nurISe-S" (p. 14).

Within the diiect Patient (-cdlH setting Koetters-

(1989) ide-ntifies a Iliiuibel. of nursingy iltel.ventiOlls

IouILtinlely perfolmed by the CNS. Among these die: tot-)al

Patient Ccale, adminlisterinly a Complicated theraipy ol.
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Li~ectnieut, piovidiiig ewuiutional suppuit foi. the patient,

family, dhlil stciff, doling Complex discharge Plannling,

duLIU PLo-Vid'ingl patienit edu'Catioii, keitiiel ilidividUdilly Q1.

ilaSUmdll-yLOUIP sett±lig.

When- the CNS is seteui de-liveriiiy dir~ect patient

Ccue, ani important inessage i's senit to tlhe- sct~ff,

physicians, and aduininistiators. The muessage deliveLed,

.iccoiding to Koetters (1989), is tlildt "tile CNS is a

11Im.ise filsL, With eXPertise I'l a Pcit-iCdlctl specialty,

db Well ctS d CUIlSL~ltdiit, anI L-dUcaLtoi.L, o-)! a secer

The CNS wolrkiny with diabetic patients is in d

(Aliiquie po-)Sitionl- to educaI~te 110t oilly the didtbetic

pdt ielit dnd his/hier suppol t sy.stem, but also staff

iitemibeib who cale fur diabe-tic pdttieu'b duid the

communftlity at large. In addition U.o teadchingi patien-ts,

fdillilieb, dnld co-mwuniities, the ANA (1986) niotes the

CNSs educationidi to-)Le also includes pro-vidingi

"information1 whnher~e 1s d knowledge deficit and whien

new information is nteeded to resolve a healthi piroblew

or improve the qudtlity of care. . . (func:tioniing~] as dt

1ole Muodel an~d piecepto-. ..... d rL upddtin~yI I10rses,

knowledge in continuing education programs" (p. 3).
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Theý advaiict-d jilad:tic l iurste "bir iyny Lu the health-

ttcdhlifiy activiLy kniowledge~ of hjow people learni and

wliciL s-tl-tLe'itegl LI- LlSt alnd has dCCt-Ss to a VasL dirlay

of comiweicially' and individuLally prepared teachIing

diS(Resler-i, 1983, p. 799). in working with pattieents

aind theil. Ectiuly iiiembers, the CNS, tliiou~gh asseSSingy

the pdtientls re-adiness to leain, his/hei- past

expe~i.Lenues and preferred lear~ning style; cis well, ais

whiat he'seWanits and needs fioiy the educational

encjýOuntel, is able- Lo cc'iibine appropriate teaching-

IeLnciiiing theories with clinical expertise. The end

ILe-uLt is- dt ýJL O-Ydill With in1diVidUal ized SLIbject Miattel-

foi the letineie whichis Ldtciloied Lto the setting

(Spidollo& Cooper:, 1990). The ADA (1986 ttse

that. ~til iiidividuatli-'e-d neet.ds cissebsinlenL should be the

Ud2oieof ctIIY diA1)etes inISti UCtio-Llal p'Cly.call.

Tteachilig diableticsý, lthe CNS filay [(-)(Us OIL

111diVidludl. or: yiop educ-ation. Foi. thke indi'uiductl

pcttientL, the CNS IIitiigIt e-va luat~e Lhe pat~ienitis ltearinguil

ticeteds dtiirn jugnd follo(-wingi hospitalizat~ion, fuiwulate a

tedcAlilug pldan, imuleu1--ILn the plan1. or abssis't the staff

inl ilmIplt-lemzt illy it, and dsse-ss the effe-ctiven-eSs

thiough follow-up (Piiest, 1989). Workingy with groups,

the CNS could develop, inuarket, and umanage an inipatient



Diabetes -38

and/or outpatient diabetes education program. Depending

on the needs of the community, a variety of special-

interest foci could be offered, such ks: children and

diabetes, senior diabetics, Spanish-speaking diabetics,

diabetics on a limited budget, etc.

If the CNS is working with an outpatient education

program, attracting and ietaining clientele through

marketing strategies is important and necessary.

CommuniLy education projects can be such an avenue. By

presenting a shoit program about diabetes to consumer

groups and plugging the program with which the CNS is

most familiar, the CNS accomplishes two things. First,

he/she increases the knowledge level of the general

pul-lic about diabetes mellitus and available resources.

Second, and perhaps most important, the CNS acts as an

"ambassador" for nursing, promoting the role of the

nurse in the health care setting. Regardless of where

the education program is offered or which type of

program is offered, it is extremely important that the

CNS insure that the teaching style as well as the

instructional level and content are parallel with the

experiential readiness and comprehension skills of the

patients or clients.
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The dimensions of the CNS involve muoe than just

education. According to Priest (1989), "the CNS must

find appropriate expression of the educdtor subrole and

still balance the Lemaining roles of consultant,

clinical expert, and researchei " (p. 164).

CoUIsLultant

Consulting, a conctept widely accepted and used in

the business world for years, is slowly making its way

into nursing. In simplistic terms, Coh*en (1985) states

that a consultant is "anyone who gives advise oL

perfotms other services... in return for

compensation .... The important thing is that you [the

consultant] I have the necessary experience,

qualifications, and skills to help with a task that ain

individudl or company wants perforited" (p. 2). A

consultation project is a process in which an

individual with special expertise is invited or

requested to assess, plan, and suggest implementation

for resolving a problem (Barron, 1989).

Spdracino and Cooper (1990), citing work by

Kohinke, describe three types of consultation. The

expert consultan•t has unique skills and is utilized to

prescribe approaches or solutions for d specific

problem or situation. A process consultant is
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essentially a chIdlge agent, enabling the consultee to

make a decision in a specific instance and in future

situations. Lastly, the resource consultant gathers and

provides relevant information to the consultee thus

enabling him/her to make an informed decision based on

the widest range of possibilities.

Each form of consultation has an identifiable set

of components: the consult is initiated by the

consultee, the relationship between the two is

tempoLlay, the consultant role is advisory, and the

consultant is not responsible for the implementation of

his/hei .ecommendations (Nail & Singleton, 1986;

Sparacinio & Coopei, 1990). Citing Laureau, Sparacino

and Couper (1990) propose six steps to the consultation

process: gaining eitrance into the system, negotiating

with the consultee, identifying the pioblem, developing

interventions, intervening, and evaluating. The ANA

(1986) defines the client oi consultee as a community,

agency group, family individual, 01 colleague.

The suppoitive-educative system of Orem's self-

C(de deficit model (Ebon et al, 1989) as well as the

patient empoweiment model outlined by Funnell et al

(1991) fit nicely with the iesource consultant role

described by Sparacino and Cooper (1990). As a resource



Diabetes -41

consultant to the diabetic patient, the CNS would

inform the patient of relevant self-care options,

presenting each in terms of the costs, benefits, and

purposes. Once the patient has an understanding of

his/her choices dnd the consequences of each, the

patient can make an informed decision regarding which

self-care options he/she would wish to utilize.

AcuoLding to Fitzgerald (1980), patients are ultimately

"in control of their health and health care and are the

principal decision makers in managing the chronic

disease" (p. 58).

Ab an advanced practice clinician, the CNS may be

called upon to develop a plan of care for a diabetic

patient presenting with numerous complications. Such d

patient would most likely require total or near total

care. The CNS would therefore choose to develop a care

plan applicable to the patient in the wholly

compensatory or partly compensatory nursing system of

Orem's model. The CNS might also be requested to assist

with a patient's complex discharge planning needs. In

both of these situations the CNS would be functioning

in the expert consultant role (Sparacino and Cooper,

1990).
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As a process cOnsUltdnt (Sparacino & Cooper,

1990), the CNS might be asked to develop a listing of

local resources such as support groups and educational

offerings foi the diabetic patient. With a

comprehensive listing, the CNS and staff, working with

the patient, would edsily be able to Lefer a patient,

now oL in the future, to a resource pdrticulaily suited

to his/her needs. These patients, obviously, would

require supportive-educative nursing actions. It is

possible, however, that the patient might require care

in a wholly or partly compenisatory system. III such a

case the CNS or staff could refer the patients support

system or care giver to a resource suited to his/her

particular needs.

As a consultant, the CNS is able to function in a

veiy dynamic role. Depending on the needs of the

consultee, the CNS might find himself/herself

performing in a variety of consultative opportunities.

Researcher

Defining the role of CNS researcher, the ANA

(1986) notes that the CNS contributes in his/her

specialty area through "generating and refining

ieseaLch questions, interpreting Lesearch findings and

applying them to clinical pLactice, educating other
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nurses about research findings, collaborating in

designing and conducting research, and communicating

research findings through publication" (p. 4). while

the research role may appear elusive and difficult, it

is essential. Citing Jacox, Sparacino and Cooper (1990)

note that only through research can "the scientific

basis for nursing practice be expanded" (p. 33).

While the experienced CNS may have little

difficulty implementing the researcher role, the novice

CNS should start slowly and advance as his/her

competence and confidence increases. In the clinical

setting, the CNS is in an ideal position to identify

nursing practice problems and formulate research

questions. As noted by McGuire and Harwood (1989),

"while many research questions may be generated by the

CNS, assistance may be required depending on the

complexity of the problem identified" (p. 176).

The novice CNS should also be able to interpret

research findings and apply them to the clinical

setting. In addition, there should be little difficulty

noted in educating other nurses about research findings

pertinent to their area of practice. By reviewing

current research findings and applying appropriate

solutions to the clinical setting as well as informing
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other nurses of the significance of the current

research, the CNS should be able to improve patient

cale.

The CNS working with didbetic patients should be

able to conduct research in a variety of settingb. The

simplest may be to collaborate with manufacturers of

various pieces of equipment, such as insulin pumps, to

compare efficiency, reliability, patient comfort,

complications related to the equipment, etc. If certain

equipment is clearly superior to another, the CNS

would, in the interest of improved patient care,

recommend that only the superior equipment be used.

A standard of practice in diabetes education is to

annually review the education program for process anid

outcome (ADA, 1986). In fulfilling this criterion, the

CNS might be able to compare and evaluate various

approaches to instruction (i.e., written, verbal, and

computer-assisted or individual and small group).

Results of these findings, while ultimately used to

improve and modify the program, could also be

communicated to other diabetes educators through

professional journals.

Regardless of whether the CNS is primarily

affiliated with the inpatient or outpatient setting,
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numerous opportunities to fulfill the role of

researcher present themselves. Using the research

process, CNSs, both expert and novice, promote

scientific inquiry to impiove clinical practice in

their individual specialty.
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Suiimiai.y

By virtue of his/her clinical expertise and

advanced education, the CNS often functions as a

specialist, educator, consultant, add iesearcher. In

such roles the CNS can be found inteidacting with

patients, family members, nurses, and other members of

the health care team as well as the geneial public.

Because of the complexity of the diabetes disease

process, the CNS is in d challenging position to affect

patient compliance through consultationi and education.

Working closely in the patient care setting, patients,

families, staff members, and the general public often

view the CNS as a role model. As such, the CNS is seen

primarily as a nurse, with the other roles taking a

back seat. In addition, his/her expertise as a

clinician often necessitates the CNS work directly with

other health piofessionals: as a consultdft, educator,

or researcher.

Sparacino and Cooper (1990) note that the nurse

educated to function as a CNS has a foundation that

provides him/hei with the versatility and adaptability

for the CNS role as well as a multitude of other

possibilities. In addition, Sparacino and Cooper also

note that "it is the clinical nurse specialist who
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successfully integrates advanced clinical practice,

consultation, education, and research and maintains

client-based practice as the primary focus, who

promotes the viability and visibility of the role" (p.

37).
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Appendix

Standard

The program shall be capable of offering information on

each of the following content items as needed:

a) general facts

b) psychological adjustment

c) involvement of the family

d) nutrition

e) exercise

f) medications

g) relationship between nutrition, exercise, and

medication

h) moni tol ing

i) hyperglycemia and hypoglycemia

j) illness

k) complications (prevent, treat, rehabilitate)

1) hygiene

in) benefits and responsibilities of care

11) use of health care systems

o) community resources

Review crite•ia

Each progyam content area has writtein cnd measurable

behavioral objectives, a content outline, a designated
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q

instructional method, instructional materials, and a

means of evaluating the achievement of objectives.

Standard

The applicant shall specify the mechanism by which the

curriculum shall be reviewed, approved, and updated.

Review criterion

The curriculum is annually reviewed arnd approved by the

advisory committee and modified accordingly.

Source: National Standards fol- Diabetes Patient

Education and American Diabetes Association Review

C, 1986, p. XXXI.


